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ABSTRACT 

Introduction: According to Spanish health regulations, 
primary care professionals have the responsibility to 
carry out health-promoting community activities 
(CAs). However, in practice, their implementation is 
not as widespread as it should be. The aims of this 
study were to identify factors within the team, the 
community and the professionals that influence 
the development of these activities and to describe 
the community interventions in progress. 
Methods and analysis: This study is an 
observational analytical retrospective study. The 
information will be collected from five Spanish regions: 
Catalonia, Madrid, the Balearic Islands, Navarra and 
Aragon. The authors will contact primary care teams 
(PCTs) and identify the CAs from the previous year. 
The research team will conduct a peer review whether 
the inclusion criteria are met. In the health centres 
where CAs are implemented, the authors will select 
professionals carrying them out and randomly select 
an identical number of professionals not doing these 
activities. In the centres where no CA is implemented, 
three professionals will be randomly selected. The 
selected professionals will complete the questionnaires 
for individual-level variables. Information about the 
registered population and the PCTs will be collected 
through questionnaires and secondary sources. 
Outcomes: Variables will be collected from the 
community, the PCTs, the individual professionals 
and CAs. 

Analysis: A descriptive analysis of all the variables will 
be carried out, along with a bivariate and a logistic 
regression analysis, with CAs being the primary 
outcome. 

Ethics and dissemination: This study has been 
approved by the Research Ethics Committee of the 



ARTICLE SUMMARY 



Article focus 

■ There is much variability in the implementation of 
interventions to promote health at a community 
level in the Spanish primary healthcare. 

■ The study aims to establish which factors are 
related to such implementation, distinguishing 
between variables at the community and the 
primary care team level as well as professional 
factors at an individual level. 

■ There is scant research describing what is being 
done on health promotion CAs in a country with 
a highly developed primary healthcare. 

Key messages 

■ A better understanding of those factors related to 
the implementation of these interventions could 
help health policymakers better understand the 
context of their uneven implementation and 
promote them. 

■ This study will lead to evaluate how the factors 
related to professionals, community and primary 
healthcare teams independently influence on the 
implementation of health promotion CAs. 

Strengths and limitations of this study 

■ The study includes an operational definition of 
health-promoting CA resulting from a consensus 
of experts. 

■ Variables will be collected from the community, 
the primary care team and the professionals at an 
individual level from five Spanish regions. 

■ The main limitations of this study are related to 
the observational nature of its design and the 
difficulty to collect primary information of some 
measurements. 
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Jordi Gol y Gurina Foundation in Barcelona and area 11 in Madrid. 
The questionnaire distributed to the professionals will be 
anonymous. 



INTRODUCTION 

Community action has been considered a key element in 
tackling the health— disease process and health promo- 
tion among populations since the International 
Conference at Alma-Ata in 1978. 1 Its importance has 
been further emphasised in several international 
conferences. 2 3 

Spanish healthcare reform in the 1980s gave Primary 
Health Care (PHC) the task of implementing health- 
promoting community activities (CAs) through multi- 
disciplinary teamwork throughout the country, which are 
accessible for the population. 4 In fact, the specialty of 
the general practitioner, set up in Spain in 1978, is called 
Family and Community Medicine.'' This responsibility 
has been subsequently reasserted in healthcare legisla- 
tion. 6 

The guidance for health promotion in primary care 
reflected in the law has not been sufficiently put into 
practice. Most of the PHC professionals have adopted 
a model of care, based on individual care, focused on 
disease and with very little teamwork. 10 Nowadays, the 
implementation of CAs in Spanish health centres is 
unevenly distributed 11 and is often implemented solely 
due to the voluntarism of the professionals. 12 Many 
reasons for this have been identified. 13 16 

There is a lack of knowledge regarding the character- 
istics of the CAs currently implemented in Spain and the 
factors related to the involvement of PHC professionals 
in them. Literature on these factors is scant, although 
some research into factors related to the practice of 
primary prevention or health education can provide 
guidance. In these studies, the importance of factors 
concerning the professional such as sex and age 17-19 ; 
occupational category and situation 20 ; specific educa- 
tion 20 21 ; lack of motivation 20 ; practice model (biome- 
dical—psychosocial) 22 ; features of the primary care team 
and the community where they work, including rural/ 
urban location 23 ; satisfaction with the team 22 or 
autonomy to manage priorities, timetables and space 
availability in the health centre 24 has been highlighted. 
In the studies on professionals, the importance of atti- 
tudes and beliefs such as confidence in the efficiency of 
preventive actions, 21 22 25 self-efficacy when carrying 
them out 20 21 25 or their discourse about community 
participation 24 seems to have greater weight than their 
background. 19 The social awareness of professionals, as 
measured by their political position, has also been 
demonstrated to be related to their involvement in 
CAs. 26 The undefined role of the health professional, 
unsure of the limits of their responsibilities, has been 
recognised as an important organisational factor. 21 22 The 
most important factor according to professionals in Spain 



is the lack of time due to the healthcare burden. 16 20 22 All 
these factors have been separately observed in descriptive 
and, occasionally, qualitative studies. 21 22 

The purposes of this project were to explore how 
professional, primary care team (PCT) and the regis- 
tered community elements are related to the design and 
implementation of health-promoting CAs and to 
describe the characteristics of the CAs that are imple- 
mented in Spain. In order to do so, the following 
objectives are proposed: 

1. To determine the factors in the assisted community 
and the PCT related to the participation of a PCT 
team in CAs. 

2. To identify the individual factors influencing the 
implementation of CAs by the primary care profes- 
sionals at the health centre carrying them out. 

3. To describe the factors related to the professionals, 
the assisted community and the PCT influencing the 
implementation of CAs by a PHC professional and to 
evaluate the influence of each of these factors. 

4. To describe the identified CAs. 

METHODS AND ANALYSIS 
Design 

This study is an observational analytical retrospective 
study. To accomplish the first objective, the PCT will be 
the unit of analysis and the centres developing CAs will 
be compared with those not applying them. For the 
second and third objectives, the unit of analysis will be 
the professionals. For the second objective, the profes- 
sionals carrying out CAs will be compared with those 
who do not develop the activities in the same centres. 
For the third objective, the same professionals who 
develop CAs will be compared with the professionals who 
work in the centres not carrying them out. For the fourth 
objective, the study population will be the CAs identified 
in the health centres included in the study. Information 
regarding the professionals and the primary care team/ 
assisted community will be collected from different 
sources. 

Setting 

The information will be collected from five Spanish 
regions: Balearic Islands, Catalonia, Aragon, Madrid and 
Navarra. Each region has autonomy in the organisation 
of its health service, although there are some essential 
common features such as universal coverage or the basic 
services provided by the professionals. Each region is 
divided into health areas, which are covered by a variable 
number of health centres and which may have differing 
priorities and organisational systems. In the Balearic 
Islands, the area of Mallorca will be completely covered 
with 43 health centres. In Madrid, 28 health centres 
from area 1 will be studied. In Catalonia, information 
from the 63 health centres in the Barcelona metropol- 
itan area will be collected. In Aragon, the information 
will be gathered from 45 health centres, which corre- 
spond to two sectors, Zaragoza and Huesca. Finally, in 
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Navarra, consisting of only one area with 54 health 
centres, 15 centres will be randomly selected. 

Definition of CA 

One of the difficulties of doing research into CA lies in 
its very definition as it can be understood in different 
ways. With this in mind, the research team, with the 
collaboration of a group of experts, previously created 
the following conceptual definition 2 : those intervention 
and participation activities of which take place in groups 
showing common characteristics, needs or interests with 
the aim of promoting health, improving quality of life 
and social well-being, boosting the capacity of people 
and groups to solve their own problems and meeting 
demands or needs in accordance with the following 
inclusion criteria: 

► The health centre professionals participate in CAs, 
regardless of whether they are the promoters or not. 

► The activities have to be part of a programme. Thus, 
they are not independent and isolated actions. 

► The community actively participates in their design, 
implementation and/ or assessment. 

The following are excluded: 

► Actions addressed only to diagnose specific health 
problems (screening programmes, check-ups, etc) 
when the community is just a passive receiver. 

► Actions addressed to the prevention of a specific 
health problem through the application of a specific 
therapy (such as vaccinations) when there is no active 
participation of a sector of the community. 

► Actions addressed only to the detection of health risk 
factors and addictions. 

► Specific individual visits to the healthcare provider, 
even though they are related to health promotion 
(family planning, giving up smoking, etc), except in 
the case of being part of a broader project with the 
participation of a sector of the community. 

Figure 1 Algorithm of 
community activity (CA) 
confirmation. 



► Actions addressed to groups, without contemplating 
the participation of a sector of the community in their 
organisation, which are limited to the transfer of 
information such as talks or advice about healthy 
habits. 

From this conceptual definition, an operative one was 
developed to be used in this study. This definition 
includes the conditions a health promotion intervention 
needs to have to be considered a CA in an algorithm 
(figure 1). Therefore, it has to be a non-isolated activity, 
carried out in the last year, in which the professional has 
participated on behalf of the primary care team and in 
which the population shows a higher level of participa- 
tion than the passive public or it is a cross-sector activity 
in which sectors other than health are collaborating. 

Inclusion criteria are addressed to the PCTs that have 
been in operation for at least 1 year and for the profes- 
sionals who have been working in the centre for at least 
6 months and who are doctors, nurses, paediatricians or 
social workers. 

Subject selection 

The selection will take place in two phases (figure 2): 
a first one preselecting the centres and confirming the 
realisation of CAs and a second one selecting the 
professionals from each health centre. 

Preselection phase 

In each health area studied, the nursing managers from 
all health centres will be contacted and administered 
a short telephone questionnaire (Ql) in which they will 
be asked about the participation of their PCT in CAs in 
the previous year. In the case of not being able to contact 
the nursing managers or an absence of CAs, the same 
questionnaire will be sent to the medical coordinator of 
the centre to verify the information. If one of them 
answers that they do indeed participate in CAs, they will 
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be asked to give a contact person for each CA. Moreover, 
some further questions detailed below regarding the 
health team and the assisted community will be asked. 

Subsequently, a contact person for each CA will be 
identified and another questionnaire (Q2) will be given 
to them, which includes some questions at the beginning 
to confirm that the CA complies with the algorithm. 
Both questionnaires will be administered by trained staff 
and will include the definition of CA to facilitate 
understanding of the concept. However, in case of 
doubt, Q2 will be completed and qualitative information 
about CAs will be collected. Members of the research 
team will peer-review all this information. They will be 
responsible for the final confirmation of CA. 

This questionnaire (Q2) will also collect information 
about the CA and the professionals involved. For each 
centre with confirmation of CA, one centre with confir- 
mation of absence of CAs will be chosen from the same 
area as the first one. 

Selection phase 

Once the realisation of CA is confirmed by a centre, the 
selection of professionals will take place. In the centres 
where CAs are developed, all CA participants will be 
selected with a maximum of 10 people per PCT. If there 
are more than 10, the selection will be done at random. 
In the same centres, an identical number of professionals 
not participating in CAs will be randomly selected. In the 
centres where no CAs are implemented, a minimum of 
three professionals will be selected at random. All the 
random selections will be done using a simple random 
sampling procedure with a computer program. 

If a professional cannot be reached or he/she declines 
to answer, data regarding age, sex, occupational category 
and the reason for non-participation will be collected, 
and a substitute will be chosen by following the same 
randomisation procedure. 



Sample size calculation 

Due to the scarcity of information on the distribution of 
variables under study, a 50% proportion on the PCT, 
which develop CA, is supposed related to the low— middle 
socioeconomic community variable. Sample calculation 
was based on estimated results of the first objective; with 
an OR of 2.5 and a relative precision of 50%, 72 PCTs will 
be needed in each group. 

For objectives two and three, we hypothesised that 
50% of professionals doing CAs are supposed to have 
specific training on the realisation of CAs. For an OR of 
2 with 40% precision, it will be necessary to interview 126 
professionals per group. Assuming a multilevel analysis 
for objective 3, a design effect of 2 is applied so it will be 
necessary to interview 252 professionals per group. 
Finally, 20% is added to the calculated sample to miti- 
gate possible losses due to lack of data. Thus, it will be 
necessary to interview 900 professionals (300 per group) 
from 172 PCT (86 per group). 

Information collection 

The information will be gathered from three different 
questionnaires (table 1). The selected professionals will 
be informed of their selection either by the nursing 
manager or directly by a member of the research team. 
A self-administered questionnaire (Q3) will be handed 
to them. A variety of strategies for sending the 
questionnaires to the recipients will be used. Where 
possible, the professionals will be called to a project 
explanatory meeting where the questionnaires will be 
handed to them. In more distant centres, the ques- 
tionnaires will be sent by internal mail with a double 
envelope. 

At the same time, information from secondary sources 
about the health centre and the assisted population 
characteristics will be collected from the regional health 
system's databases. 
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Table 1 Sources of information used in the study 




nesponueni 


Level ot inTorrnaiion 


Questionnaire 1 (Q1) 
Questionnaire 2 (Q2) 
Questionnaire 3 (Q3) 
Data from secondary sources 


Health centre coordinator and/or nurse manager 
Community activity contact person 
Health professional 


PCT and assisted community 
Community activity 
Individual professional 
PCT and assisted community 


PCT, primary care team. 







Collected outcomes 

The dependent outcome for the three main objectives is 
the realisation or otherwise of CAs according to the 
above-mentioned definition criteria. The independent 
outcomes are as follows: 

Assisted community 

Through an interview with the centre coordinator or the 
nursing manager (Ql), or through the health regional 
systems databases, the following outcomes will be 
collected: percentage of women, percentage of people 
older than 65 years, percentage of children younger 
than 16 years, per cent from outside the European 
community and the size of the town they live in. The 
health centre managers will assess the area (urban/ 
rural) where the centre is located, the general socio- 
economic level of the population (high, medium— high, 
medium, medium— low, low) and their level of collabo- 
rative partnerships (high, medium and low). 
Geographical dispersion will be assessed with an ordinal 
index used by the national health system for resource 
allocation (Gl more compact population and G4 more 
dispersed). They will also be asked about the existence of 
health councils, which are structures of community 
participation in health outlined in the general health 
law 4 and in the consecutive regional adaptations, with 
various levels of development in the different regions of 
the country. 28 

Primary healthcare team 

Information on the size and composition of the profes- 
sional team will be collected from secondary sources to 
calculate the percentage variables of nurse, doctor and 
paediatrician attendance burden. The size of the health 
centre's registered quota will be collected and patient- 
professional, doctor— patient, nurse— patient and 
doctor— nurse ratios will be calculated. The opening year 
of the health centre will be noted. They will be asked, 
through Ql, if they have room in the centre to carry out 
group activities, whether it is an accredited teaching 
centre (with the following options: doctors, undergrad- 
uate nurses and postgraduate nurses) , whether they have 
a person in the PCT responsible for health education or 
similar and, in the case that it exists, whether the PCT 
collaborates with the area health council. The coordi- 
nator of the centre will be asked to assess the professional 
relationships between doctors and nurses, doctors and 
social workers, and nurses and social workers on a scale 
from 1 to 5 (1, bad relationship; 5, excellent relationship). 



Professionals 

In the questionnaire for the professionals (Q3), infor- 
mation on sex, age, profession and working situation 
(steady job, temporary worker and other) will be 
collected with some other data on their attendance 
burden: size of assigned quota, average of daily office 
hours and house visits and average of time per visit in the 
centre and homes. The following information will be also 
collected: whether they act as tutors (of medicine or 
nursing) , whether they have collaborated on any research 
project in the previous 5 years, whether they have 
received any specific training on the realisation of CAs in 
the same period, their year of graduation, the year when 
they started work in primary care and the year when they 
started to work in the health centre where they are now. 

Regarding work organisation and satisfaction, they will 
be asked if they have enough autonomy to manage their 
timetables and priorities, the possibility of having 
a colleague to cover their office hours while they engage 
in CAs and whether they can count on other profes- 
sionals within their PCT to support them in the realisa- 
tion of CAs. They will be asked to assess the working 
environment, their work satisfaction and the space 
available to carry out group activities on a 1—5 scale (1, 
low; 5, high). They will also be asked to assess, on a scale 
of 1—5, their self-perceived capacity to implement CAs. 

The literature review indicated the importance of 
opinions and attitudes, 19 ~ 25 and they will be investigated 
by formulating some statements in which the profes- 
sionals will indicate their degree of agreement on a Tikert 
scale of four options: from strong disagreement to strong 
agreement. The statements are related to the following 
topics: confidence in the efficacy of CAs, motivation to 
develop CAs, citizen participation in decision-making 
about health, the need to boost citizen participation in 
health, the responsibility of PCT in community health 
work, the definition of the professional's role, the 
connection between health education and community 
participation and the efficacy of health councils in 
boosting CA. Moreover, a scale will be administered to 
identify the style of practice of the professional in PHC 
(biomedical— psychosocial) , 29 30 which consists of four 
items about their attitude regarding the demands of 
psychosocial and clinical assistance at work. 

In order to complete the information about attitudes, 
a variable called social awareness was created, which will 
be collected through the following proxy variables: 
participation during the last year in activities in the 
neighbourhood where he/ she works, involvement in any 
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non-governmental organisation or civil association and 
political views. For the final one, a visual scale adapted 
from the ones used in the Spanish Center of Sociological 
Research in their monthly barometers will be used. The 
scale has a 0 in the centre and 5 in the left and right 
extremes, and the surveyed person is asked to locate 
their political orientation on the left— right axis. 

Community activities 

The descriptive information about CAs will be collected 
through a questionnaire (Q2), which will be completed 
by the person in charge of each CA. The questions will 
be related to the problem the CA is covering; the target 
population; the number of professionals from the PCT 
involved; for how long and the place where it is being 
carried out (multiple choice: neighbourhood premises, 
street, health centre, educative centres, NGO premises, 
other); whether there is an existing assessment; whether 
any specific theoretical perspective is being used and, if 
so, which one; and whether the CA is registered with any 
health promotion network among those already existing 
in Spain. The nature of community participation will 
also be checked: whether they do it as public— receiver, as 
consultant— claimant or as a planner. In the final option, 
it will be determined whether the participation has taken 
place in the design, in the process and/ or in the CA 
assessment. Moreover, they will be asked about the 
collaboration of other health and non-health sectors 
such as hospitals, education, social services, NGOs, civil 
associations and administration (local, regional or state). 
The person responsible for each CA will be asked to 
assess, from 1 to 5, the degree of involvement (1 means 
less involvement; 5 means greater involvement) of the 
administration, the community and the other PCT 
professionals in the CA. 

Statistical analysis and data management 

The questionnaires will be processed with the automated 
data reading software Teleform. All information from 
the questionnaires and record sheets will be entered in 
an Access database. Filters and rules of validation will be 
used to avoid errors and to ensure good quality data. 
The information will be centrally monitored by the 
Balearic Islands team, which will correct any errors and 
add missing values from the databases by contacting the 
rest of the regions. 

The analysis procedure will be similar for the three 
main objectives. A descriptive analysis of all considered 
variables will be carried out. The distribution of the 
variables in each of the compared groups, expressed as 
percentages and averages with 95% CIs (medians and 
P25— P75 when the continuous variables do not follow 
a normal distribution), will be contrasted, and the rela- 
tionship between the independent variables with the 
realisation of CAs will be assessed with the % 2 test for 
categorical variables and with the Student t test for 
continuous variables if they adjust to a normal distribu- 
tion or with the Mann— Whitney U test if they do not. 



The strength of association will be expressed by using 
the crude ORs and with 95% CIs. 

A multivariate analysis will be performed using the 
logistic regression technique, in which the dependent 
variable will be the realisation or otherwise of CAs. For 
the construction of the model, the starting point will be 
the saturated model, introducing all those variables with 
a significance p<0.20 in the bivariate analysis and those 
which are considered to influence the model. Variations 
in the model will be tested, and those variables not having 
a significance p<0.05 in the Wald test will be eliminated 
when that does not involve a remarkable variation in the 
standardised 3 coefficients of the variables in the model. 
New models will be compared with previous models by 
using a method of maximum likelihood until the most 
suitable explicative model is selected. 

To accomplish the third objective, the need to try 
a multilevel analysis will be considered, where the first 
level would be the professionals and the second would 
be the PCT. The hierarchical models will be compared 
with the non-hierarchical ones to see which one adjusts 
better, and in the case that the first one is better, the 
weight of the factors in each level will be determined. 

To achieve the fourth objective, a descriptive analysis 
of the CA characteristics as a whole and divided into 
regions will be carried out. 

The statistical analysis will be performed with the 
support of the Epidat 3.1 and SPSS V.18. programs. 

Limitations 

The retrospective analytical design allows the explora- 
tion of many variables simultaneously, although it 
hampers the possibility of determining causal relation- 
ships. This could be considered a study limitation 
because, for some variables, a temporal sequence cannot 
easily be established. The CA definition has many 
meanings and interpretations, which can complicate 
result reliability. We have tried to control this difficulty 
by using a definition from a consensus of experts, which 
was included in an algorithm to facilitate inclusion. All 
doubtful cases were peer-reviewed by a member of the 
research team. Another limitation could be the common 
problems in recruiting professionals. Consequently, 
a plan to present the project to the management offices 
has been prepared, and there are research team 
members in each of the study participant regions. 

Some variables are difficult to determine with the 
available information, such as the level of collaborative 
partnerships or the socioeconomic level of the assisted 
community. This has been dealt with by accepting the 
answers of the health centre managers about these topics 
as valid, considering that they are sufficiently close to the 
population under their care. 

Ethics and dissemination 

The study has been approved by the research commis- 
sions of all areas where it is going to be carried out as well 
as by the Research Ethics Committee of the Jordi Gol y 
Gurina Foundation in Barcelona and area 1 1 in Madrid. 
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The study was also presented to all management offices of 
the primary care participants before being presented to 
the professionals and received their approval. 

The questionnaire distributed to the professionals, 
which contained confidential variables, will be anony- 
mous, and both the professionals and the health centre 
will be encoded so that the researchers cannot know its 
origin. 

Relevance and dissemination 

The research team's hypothesis is that the factors related 
to the professional have greater influence than those of 
the PCT and the assisted community; especially those 
factors related to health promotion opinions and beliefs. 
This would suggest that primary care professionals in 
Spain, regardless of the legislation defining their 
responsibilities, adapt their practice to their individual 
beliefs, overlooking the idea of multidisciplinary team- 
work, which forms the basis of primary care. 

Moreover, the results of this study will provide infor- 
mation on the health promotion interventions that 
primary healthcare centres are performing at the 
community level in Spain. 

There is scant research on this topic. Further study can 
help to boost health-promoting community interven- 
tions and primary care itself and also to discover more 
about what leads the professionals to develop specific 
practices and orientations. 
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